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| A Biennial Follow-ug Survey was conducted on Md/ :
| March 11, 2015, Mot all of the previously cited aAf M Y
deficiencies were corected, One deficiency
| remains to be completed. Therefore, further .- @é’ M
i aclion is required, ?/ M
| The remaining deficlency is as follows: 4@% , %&
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l 2209 OUTSIDE ENTRANCES AND EXITS
{g) In homes with ar least one resident who js

i determined by a physician or is otherwise known

| to be disoriented or & wanderer, each réquired

' ewit door shall be eqlipped with a sounding
device that is activated when the door is opened,

| The sound must be of sufficient volume that it

; can be heard by staff. A central control panel that
will deactivate the sounding device may be used,

| provided the control panel |s located in the

| bedrocm of the persan on call within the home.

! This Rule is not metas evidenced by:

| 1. It was noted that one of the Residents has

| Alzbeimer's, If the Resident has any tendency for
| wandering, sounding devices shall be installed at
| all exits per the guidelines of this rule,

| 3M1115: SF-At the tirme of this survey, an alarm
was installed on the front door. When tested, the

| alarm was not working properly and the door was

| sticking, making it diffrcn.rlt to open. It was also
observed that the back exit did not have a

- warking alarm. Have|a qualified person repair the

| door sa that it opens easdy and repair the alarm

| on the front door se that it will sound at a valume
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| and length that would nottty staff. Have a
q'uall-ﬁe:_l persan install a sounding device on the

| back exit as well. Provide docurmentation of

| these corrections. |
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